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Abstract 
 
Global health discussions and initiatives in the United States (U.S.) often focus primarily on issues 
affecting developing nations. However, it is imperative that a broader view be taken when discussing global 
health concerns, so that lessons learned can be shared across the developing world and with vulnerable 
populations in the developed world as well.  Parallels can be drawn between health outcomes, 
socioeconomic status and social determinants of health among vulnerable minority and marginalized 
populations in the U.S. and developing countries. Health disparities evident at the subpopulation level 
provide a different view of health outcomes then that of the general population in the U.S. Using the lens of 
social determinants of health assists in understanding the root causes and drivers of poor health outcomes. 
Through specific determinants such as food security, poverty, social exclusion, employment status and 
access to health care it is easily seen how vulnerability interplays with social determinants of health to 
create health disparities in the developed world that rival those found in developing countries. Innovative 
and resource efficient solutions aimed at improving the health of vulnerable people while reducing 
disparities, has been a focus of efforts in the global south, or developing countries. These provide important 
lessons for the developed world as well. 
The goal of this paper is to examine similar health disparities that exist in both the U.S. and 
developing countries, identify and compare the underlying social determinants of health influencing the 
disparities and finally to provide recommendations for the field of public health in the U.S. based on 
successful programming, policy and interventions utilized in the developing world. 
It is recommended that programming and interventions in the U.S. aimed at decreasing health 
disparities and improving health outcomes among vulnerable populations should consider programming 
and interventions that have been proven to be successful in developing countries.  
 3 
Introduction 
 
Global health discussions in the United States (U.S.) often focus closely on issues of developing 
nations.  The phrase global health is often used as politically correct way to talk about international health 
(Koplan et al., 2009). One prevailing definition of Global health is “an area for study, research and practice 
that places a priority on improving health and achieving equity in health for all people worldwide. Global 
health emphasizes transnational health issues, determinants, and solutions; involves many disciplines 
within and beyond the health sciences and promotes interdisciplinary collaboration; and is a synthesis of 
population-based prevention with individual-level clinical care"(Koplan et al., 2009). The key tenets of a 
global public health strategy (panel) refuted Koplan’s definition and explain that global health is public 
health (Fried et al., 2010), With this understanding that global health is public health, it is imperative that an 
alteration occur when discussing global health concerns. The inclusion of domestic disparities in these 
global discussions could improve the health and social determinants of all vulnerable peoples. 
Internationally and domestically there is a shared commonality in the causes and conditions related to poor 
health status of vulnerable populations. Moreover there are lessons to be shared between the developing 
world and the subpopulations in many developed nations who similarly experience unequal and poor health 
outcomes. This paper aims to highlight some of these health disparities and to identify and compare the 
causes and conditions that contribute to their experience in developing and developed countries. 
Additionally, this paper seeks to identify successful initiatives that could be translated from the developing 
world to the developed world, providing recommendations to help lessen the impact of health disparities in 
the United States.   
When comparing the developing world and the U.S. context relating to health disparities and 
inequalities it is important to understand that several words or phrases are used to describe the same 
things. One such example is the way that gaps or differences in health outcomes among populations of the 
same or different countries are described. Public health practitioners in the United States use the word 
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health disparities while in the developing world, health inequalities is often the word used to describe this 
same phenomenon (Braveman, 2006). It is also important to note that the concept and definition of health 
disparities/inequalities are different from health equity. Health equity is a concept most familiar in the field of 
public health outside the U.S.  The World Health Organization defines health equity as “the absence of 
unfair and avoidable or remediable differences in health among populations or groups defined socially, 
economically, demographically or geographically” (WHO,2007).  Considered one of the most concise 
definitions of equity, Margaret Whitehead clearly states that equity implies that all peoples should have fair 
chance to attain their full health potential. This further translates to equal access, equal utilization and equal 
quality in health care as cited in (Braveman, 2006).  
Health is defined by the World Health Organization (WHO) as “a state of complete physical, mental 
and social well-being and not merely the absence of disease or infirmity” (WHO, 1946). Most agree that 
developing countries, defined by the World Bank as low or middle income countries based on gross 
national income (GNI), have worse health than developed countries, defined as high income countries. 
Studies done by Wilkinson, discussed by Hertzman in the book Developmental Health and the Wealth of 
Nations: social, biological and educational dynamics, provides further evidence that “countries with 
relatively equal income distributions are healthier than those with relatively unequal income distribution” 
(Hertzman, 1999). The U.S. has an unequal income distribution. According to the work of economist 
Edward N. Wolff, as of 2007, the top 20% of households in the U.S. held 85% of the wealth, leaving the 
other 80% of households with 15% of the wealth (Domhoff, 2010). Unequal income distributions are 
indicators of deeper disparities in health outcomes within a country. Universally within countries, developed 
and developing, poor people have worse health outcomes than those better off (Wagstaff, 2002). While 
some people in the U.S. may be reaching a state of physical, mental and social well-being, subpopulations 
such as those living in poverty, are not. Additionally, these subpopulations in the U.S. have health 
disparities that rival disparities in developing countries.  
 5 
Poverty, however, can be defined in many ways. Within the international community there is a lack 
of complete agreement as to what the definition of poverty is (Laderchi, Saith, & Stewart, 2003). 
Throughout this paper, poverty refers to a lack of monetary means, either by meeting an international 
definition of living on $1.25 to $2 per day or by a government established poverty line, as in the U.S. (World 
Bank, 2010). Poor health outcomes of those living in poverty in developing countries have historically been 
a universally accepted concept. Furthermore the causal relationship between poverty and ill health runs 
both ways (Wagstaff, 2002).  Ill health is associated with high health care costs and can prevent people 
from engaging in society through work and school. In turn this may reduce employment opportunities, 
causing financial hardship and lead to a life in poverty. A life lived in poverty predisposes one to poor health 
outcomes, such as malnutrition and an increased risk for infectious and chronic diseases leading to a life of 
ill health (Wagstaff, 2002).  
Recently medical and public health communities have been looking beyond the poverty 
explanation to better understand the root causes of poor health outcomes among these subpopulations.  
This shift has led experts to consider social determinants of health that act at the individual, household, 
social and community level. The social determinants of health individually affect health outcomes and can 
have a compounding influence. Social determinants of health observed at the individual and household 
level include education, income, location, sanitation and housing characteristics (Wagstaff, 2002); 
(Wilkinson & Marmot, 2003) Social determinants of health observed at the community level include external 
environment, such as water supply, and geographic difference, such as urban or rural residence (Graham 
& Spengler, 2009; Wagstaff, 2002). Social level determinants include areas such as political environment, 
cultural norms and psychological factors.  The WHO commission on social determinants of health enlisted 
a group at the University of London to research and publish suggested policy aimed at mitigating the social 
determinants of health, in The Solid Facts (Wilkinson & Marmot, 2003).  This publication suggests policy 
action in areas such as stress, early life influences, social exclusion, work situations, unemployment, social 
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support, addiction, food and transportation (Wilkinson & Marmot, 2003). Debate continues about how to 
label and group the determinants of health. Some believe that using the term social determinants of health 
excludes environmental, political, economic and other determinants; therefore preferring to drop the social 
when discussing determinants of health. Others feel that social determinants of health is an umbrella term 
encompassing all of the determinants. For uniformity throughout this paper social determinants of health is 
the terminology that will be used to describe all determinants of health at the individual, household, 
community and social level.  
Dahlgren’s and Whitehead’s conceptual model, as shown in figure 1, depicts social inequalities in 
health as an interaction between different levels of causal conditions from the individual through community 
to national health policy and environmental conditions (Dahlgren & Whitehead, 1991).This socio-ecological 
perspective also demonstrates how the social determinants of health cross all levels and interlink to 
influence health outcomes. 
 
Figure 1. Dahlgren’s and Whitehead’s conceptual model of social determinants and social 
inequalities in health1 
                                                          
1
 From ”Social Determinants of Health: Values, Approaches and Perspectives,” by the Global Learning Device on Social Determinants of Health and Public 
Policy Formulation, http://dds-dispositivoglobal.ops.org.ar/curso/cursoeng/unidad1B.html 
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 Parallels can be drawn between health outcomes, socioeconomic status and social determinants of 
health among vulnerable minority and marginalized populations in the U.S. and developing countries. While 
most agree that poverty has a great impact on poor health outcomes, looking at the social determinants of 
health allows one to go far beyond the poverty explanation and takes a more expansive look at the root 
causes. Through the lens of social determinants of health it is possible to see that while there are some 
differences between the characteristics of the subpopulations in the U.S. and the developing countries 
there are shared causes or influences that lead them both to having health disparities. As public health 
practitioners the global-local connection needs to be made. Practitioners need to recognize that issues of 
domestic and international health should be discussed at the same level. Global health is public health as 
pandemics of infectious and chronic diseases alike are no longer being bound by geographic boundaries 
(Fried et al., 2010; Koplan et al., 2009).  
Additionally, the fields of public health and international health have traditionally been viewed as 
individual entities, but are moving towards an interconnected field under the name of global health. Future 
initiatives need take into account the symbiotic relationship experienced. Innovative and resource efficient 
solutions aimed at improving the health of vulnerable people while reducing disparities has been a focus of 
efforts in the global south, or developing countries.  Therefore programming and interventions in the U.S. 
aimed at decreasing health disparities and improving health outcomes should consider programming and 
interventions from developing countries looking to see what has been historically successful and what 
lessons can be learned paving the way to improved health equity in the U.S. through proven effective 
interventions, programming and policies. The goal of this paper is to examine similar health disparities that 
exist in both the U.S. and developing countries, identify and compare the underlying social determinants of 
health influencing the disparities and finally to provide recommendations for the field of public health in the 
U.S. based on successful programming, policy and interventions utilized in the developing world.  
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Background 
 
Health Disparities In The United States  
Currently in the U.S. the top three leading causes of death in the U.S. are heart disease, cancer 
and stroke (Centers for Disease Control and Prevention, 2009). However, closer inspection of morbidity 
and mortality statistics by race or ethnicity, educational attainment, income level and geographical 
residence provides a different picture then the general population level data (Jemal et al., 2008; Murray et 
al., 2006). This subpopulation view of data reveals the growing disparities and inequalities found in the U.S.  
For example, a study that looked at geographic location, sex, ethnicity and income level showed a 12.8 
year gap in life expectancy between low-income southern rural African American females and Asian 
females included in the sample (Murray et al., 2006). This gap is 2.8 times the national gap in life 
expectancy between white and African American female.  
Another large subpopulation given special attention in the U.S. are vulnerable populations, who 
can be described as persons “at risk of poor physical, psychological and/or social health” (Aday, 1994). The 
key is that vulnerability is defined by the potential for poor health secondary to a multitude of risk factors. 
While being a part of the vulnerable subpopulation puts a person at higher risk for worse health outcomes it 
does not guarantee it. The President's Advisory Commission on Consumer Protection and Quality in the 
Health Care Industry further explains that persons “may be vulnerable because of financial status or place 
of residence, health, age, functional or development status, ability to communicate effectively, chronic or 
terminal illness, disability, or personal characteristics” (AHRQ, n.d.). There are overlaps between factors 
that are related to vulnerability and the social determinants of health, including but not limited to income or 
financial status, place of residence and personal characteristics such as race. Both vulnerability and the 
social determinants of health are intermediaries for poor health outcomes.     
Beyond being at higher risk for poor health outcomes as a result of being part of a vulnerable 
population, health disparities are attributed to specific factors. These are captured at the individual level as 
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poverty, level of education, culture and language differences and at the community level as environment 
and geographic differences (Graham & Spengler, 2009). In a statement made by Dr. Ruth Kirschstein, 
Acting Director of the National Institutes of Health (NIH) in 2000 on health disparities to a senate 
subcommittee she included inadequate access to health care, lack of health insurance, societal 
discrimination, and lack of complete knowledge about the causes, treatment, and prevention of serious 
diseases to the already widely recognized causes of health disparities of poverty and level of education 
(Kirschstein, 2000).  
One illustration of the convergence of social determinants of health and vulnerable population in 
the U.S. that result in health disparities is captured by the issue of food security and malnutrition. Food 
security, one of the social determinants of health, is central to good health; crucial to food security are both 
access and supply of an adequate variety of foods. According to the WHO, The Solid Facts report “a 
shortage of food and lack of variety cause malnutrition and deficiency diseases” (Pg. 26). Of equal concern 
are the increasing trends of excess food intake, also a form of malnutrition, which have been shown to 
cause cardiovascular diseases, diabetes, cancer, degenerative eye diseases, obesity and dental caries 
(Wilkinson & Marmot, 2003). Both malnutrition extremes represent the issue at large, the availability and 
cost of healthy nutritious food. Food security and quality can further be attributed to differences in 
educational attainment and income distribution (Kursmark & Weitzman, 2009). One such example is found 
in comparing rates of obesity in the African American population. Once thought that obesity rates varied 
based on ethnicity alone, further studies reveal that socioeconomic status is more likely an indicator of BMI 
(Sherwood, Wall, Neumark-Sztainer, & Story, 2009). Adolescents in lower socioeconomic status homes are 
more likely to not only be obese but to also stay obese; the baseline rate for prevalence of obesity was 
29.8% and increased to 33.1% over the five year study. While adolescents in high socioeconomic status 
homes started with a lower baseline and then lost weight, with a base line obesity prevalence of 23.1% that 
decreased to 19.2%. The developing world experienced similar increasing rates of obesity, while the rate of 
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obesity in the Thailand (15.6%) is lower then in the U.S., it has risen dramatically over the last two years 
from 12.2% (WHO, 2003).  Additionally there are similar patterns within ethnic populations. For example, in 
a longitudinal study monitoring obesity incidence and persistence as persons moved from adolescents to 
adulthood, both whites and African Americans with persistent disadvantage had higher rates of obesity then 
their advantaged counter parts, 23.5% and 36.4% respectively to 9.1% and 15.8% respectively (advantage 
or disadvantage status was determined by material assets, skills and knowledge and the status or power of 
the individuals social network). (Scharoun-Lee, Kaufman, Popkin, & Gordon-Larsen, 2009). Further more 
Wang and Zhang’s analysis of NHANES data between 1971 and 2002 show similar patterns among other 
ethnic minorities (Wang & Zhang, 2006). 
Another example of the convergence of individual, community and social determinants of health is seen 
in the American Indian and Alaska Native populations where there is a clear pattern of negative social 
determinants of health directly correlated with poor health outcomes.  The educational attainment of 
American Indians and Alaska Natives (AI/AN) is lower then the general population, with only 71% 
completing high school (Ogunwole, 2006). Furthermore the poverty rate among American Indians and 
Alaska Natives was 25.7; double that of the total U.S. population at 12.4. Additionally, use of addictive 
substances such as illicit drugs, alcohol and cigarettes are often markers of social and economic 
disadvantage and directly related to poor health outcomes. Thus it is not surprising that in 2001, alcohol 
use and dependence among American Indians and Alaska Natives was higher than all other vulnerable and 
non-vulnerable populations (Wilkinson & Marmot, 2003); National Institute on Alcohol Abuse and 
Alcoholism (NIAAA), 2006). Specifically the percent of AI/AN with alcohol dependence is nearly double that 
of the total population. (NIAAA, 2006). Current estimates from 2004-2006, show cigarette smoking among 
AI/AN to be higher then any other racial/ethnic groups and the total population, 54.7% of AI/NA smoke 
compared to 41.7% in the over 18 year old general population. Globally, 80% of smokers are found in low 
or middle income countries. In these countries the prevalence of smoking among men is estimated to be 
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48% ((Boutayeb & Boutayeb, 2005).Furthermore, they have higher rates of illicit drug use (13.7%) then any 
other race in the United States as of 2006. (National Center for Health Statistics (NCHS), 2009). Addiction 
to substances such as illicit drugs, alcohol and cigarettes begins with the wider social setting that leads to 
and encourages their use (Wilkinson & Marmot, 2003).  
Many examples illustrate how social exclusion, one of the social determinants of health, influences 
poor health outcomes through the process of marginalization. This can include being legally excluded in 
society, such as in the immigrant or incarcerated populations, exclusion by failing to supply social goods or 
services such as failing to provide an interpreter for someone who is deaf, exclusion from social production, 
as in the case of those with chronic illness who are not allowed to contribute to society or economic 
exclusion (Shaw, Dorling, & Smith, 1999). Specifically the process of marginalization is being played out in 
the African American population and is thought to be contributing to the current subpopulation HIV 
epidemic. African Americans are eight times more likely to have Human Immunodeficiency Virus the White 
Americans (CDC, 2009).  The prevalence of HIV among African Americans according to NHANES is 2.1% 
and is higher then some countries in Sub-Saharan Africa, Asia and the Caribbean (McQuillan & Kruszon-
Moran, 2008; UNAIDS/WHO, 2007). Theories for the current state of the HIV epidemic in African 
Americans is based on possible genetic variations, patterns of partners, racial discrimination, 
marginalization and incarceration rates (Adimora, Schoenbach, & Floris-Moore, 2009). This population 
makes up a disproportionate amount of all incarcerated people in the U.S.. As men are incarcerated the 
women begin to view them as unacceptable or eligible life partners. This causes increased rates of 
concurrent partners and increases individual’s risk for infection (Adimora & Schoenbach, 2005).  
In addition to African Americans, social exclusion is exemplified among all minority and immigrant 
groups. Social exclusion often interplays with other social determinants, such as poverty, education and 
geographic location in these marginalized populations assuring poor health. For example American Indians 
and Alaska Natives have lower life expectancies and are half as likely to make it to their 65th birthday as 
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other Americans (Heron et. al, 2009; MacDorman & Mathews, 2008). Hispanics consistently exceed all 
other races for the most TB infections, another disease that is more commonly associated with the 
developing world. They account for over 29% of all cases of TB in the U.S. (CDC, 2010).  They have a rate 
of infection of 8.5 per 100,000 persons which is almost eight times that of the rate of White Americans 
(CDC, 2008). Globally the prevalence rate of TB in Hispanics is similar to that of Jordan and Antigua 
(WHO, n.d.). Furthermore according to the CDC, more then half (57%) of all reported TB cases in 2006 
were found among foreign-born persons or immigrants in the U.S. (Cain, Benoit, Winston, & Mac Kenzie, 
2008). This unequal distribution of TB in foreign-born persons further shows the interconnectedness of the 
world and the need for collaboration in global health. Additionally as previously controlled or eradicated 
conditions in the U.S. begin to remerge it will be necessary to utilize successful interventions from 
developing countries to mitigate the spread of these diseases among this subpopulation and those who live 
and work in close proximity with them.      
An additional example of the social determinants effects on health can be seen in the link between 
unemployment and increased illness and premature death (Wilkinson & Marmot, 2003). Both the financial 
problems and psychological consequences of unemployment can be directly linked to poor health. Often 
educational attainment, assets and income are used as indicators of socioeconomic status. Educational 
attainment can determine employment status. Employment status in return can influence income levels. 
Beyond employments direct effect on health outcomes through influencing income levels, the loss of 
employment is shown to be a stressful event in one’s life, impacting both physical and mental health. The 
stressful event has been shown to increase anxiety levels and destructive health behaviors, such as suicide 
attempts (Bartley, Ferrie, & Montgomery, 1999). It can be difficult to truly estimate the affect employment 
has on health outcomes as it is so closely related to education level.  Those with educational attainment of 
less then high school were half (17%) as likely to be in excellent health as college graduates (38%) 
according to the 2008, Summary Health Statistics for the U.S. Population: National Health Interview 
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Survey. The report further highlights that persons with the least education were three times as likely to have 
not received needed medical care and twice as likely to delay care as those with the most education (Vital 
Health and Statistics, 2009). According to the U.S. Census Bureau (USCB) 39.8 million people in the U.S. 
were living in poverty in 2008. Furthermore a staggering 19% of children under the age of 18 were living in 
poverty (U.S. Census Bureau, 2009).  Families with incomes of $100,000 or more were almost twice (49%) 
as likely to be in excellent health as families with incomes of less then $35,000 (27%). Additionally people 
in the lowest income group were ten times as likely to not get needed medical care and five times as likely 
to delay medical care because of cost as persons in the highest income group (Vital Health and Statistics, 
2009). 
 Health disparities evident at the subpopulation level provide a different view of health outcomes 
then that of the general population in the U.S. Using the lens of social determinants of health assists in 
understanding the root causes and drivers of poor health outcomes. Through specific determinants such as 
food security, poverty, social exclusion and employment status, it is easily seen how vulnerability interplays 
with social determinants of health to create health disparities that rival those found in developing countries. 
 
Health Disparities in Developing Countries 
Through the lens social determinants of health it can be seen that the developed and developing 
world alike experience inequalities in health outcomes. Developing countries classified by the World Bank 
are countries with a Gross National Income (GNI) of less then $11,905. Some examples of developing 
countries include Cambodia, Latvia, Turkey, Brazil, Haiti, Jordan, Iran, India, Bangladesh, Ghana, Malawi 
and Niger (World Bank, 2010). People living in poverty in both developing and developed contexts have 
worse health outcomes than those well off. Similar to developed countries, poor health in developing 
countries is determined by both individual and household level variables that influence social determinants 
of health. These include education, income, location, sanitation and housing characteristics (Wagstaff, 
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2002).   In addition, just as in the U.S., there are complex interactions among multiple social determinants 
of health that exacerbate poor health outcomes in developing countries.   
One example of multiple determinants effecting health outcomes is captured by a study of women 
living in Bangladesh. The study compared rates of overweight, obesity and chronic energy deficiency 
among urban poor and rural women. The study found that rates of overweight and obesity in urban poor 
women, while low, were double that of rural women, 9.1% compared to 4.1% (Shafique et al., 2007). 
Furthermore the rate of overweight and obesity rapidly increased in urban poor women from 6.6% in 2000 
to 10.1% in 2001. These increasing rates of overweight and obesity indicate a transition similar to that of 
middle and high income countries. While the rates of under nutrition continue to predominate amongst the 
poor in Bangladesh, a double burden is beginning to immerge potentially leading to even larger inequalities 
in nutritional status between those with higher and lower income status. Food access and supply are 
central to good health. Both malnutrition extremes represent the issue at large, the availability and cost of 
healthy nutritious food (Wilkinson & Marmot, 2003). 
Globally a shortage of healthcare professionals is directly related to inequalities in access to care 
and poor health outcomes. Developing and developed countries alike share the misdistribution of health 
professionals with greater density in urban and wealthier areas compared to poorer areas. According to 
Hart’s “Inverse Care Law” those with the greatest healthcare needs generally have the least access to 
health services and receive the least care (Fiscella & Shin, 2005; Hart, 1971; Wilson et al., 2009). 
Previously discussed determinants of health outcomes implied that education, income and geographic 
location have a strong influence. Rural communities, both in developed and developing countries, on 
average have worse access to health care, are sicker, have lower income levels and are less educated 
than those living in urban areas globally (Wilson et al., 2009).  A study of health surveys from 47 developing 
countries indicated that a gap between stunting rates and under five mortality rates among rural and urban 
children exists. The median rural-urban ratio of relative risk for under five mortality was 1.36. Niger had the 
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highest gap with a relative risk of 1.80 (Van de Poel, O'Donnell, & Van Doorslaer, 2007). Adjusting for 
covariates, such as wealth and other socioeconomic status measures reduced the rural-urban gap in 
relative risk, however the overall trend tended to persist and remained significant in many(about 1/3) of the 
countries. This reduction in overall risk was explained by greater heterogeneity among urban populations; 
in particular it was noted that the urban poor in many countries were equivalent to rural populations. As 
urbanization increases the full implication on health has yet to play out. Many families make this transition 
in search of economic prosperity, educational opportunities and greater access to services, including health 
care. However, this migration affects health and programming in that as more variability in wealth and 
socioeconomic characteristics become present within urban populations there will be greater variability in 
health outcomes, necessitating an approach that takes into account other determinants such as income, 
education and living situation (Van de Poel et al., 2007). 
Another example of health inequalities can be found among the refugee and migrant populations 
who experience social exclusion and marginalization leading to increased rates of morbidity and mortality 
compared to the general populations or host populations (Pedersen, 2002).  These populations are often 
subject to a variety of deprivations such as sanitation, water and food. Another common experience for this 
vulnerable population is violence and sexual assault. “According to UNICEF, in Rwanda virtually every 
adolescent girl who had survived the genocide of 1994 was subsequently raped” (Pedersen, 2002). 
Additionally outbreaks of infectious and viral diseases like tuberculosis and measles are common in 
refugee camps putting all residents at higher risk for circulating illnesses then their host population. Poor 
nutritional status and crowded living conditions may foster the spread of the well recognized health problem 
of tuberculosis in refugee, migrant and displaced persons (Toole & Waldman, 1997).  
The Displacement of populations in Latin America often involves working-age adults relocating to 
peri-urban areas creating satellite cities. Resulting high unemployment, poverty, incomplete families and 
inadequate shelter cause additional problems of substance abuse and violence. Both physical and 
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psychosocial consequences of the new sources of distress perpetuate a circle of violence and related 
disease conditions (Pedersen, 2002).  It is important to note that social support has a positive effect on 
health, through strong supportive relationships. This can occur on both the individual and society levels 
linking it back to earlier discussed impact of social exclusion. “Social cohesion, defined as the quality of 
social relationships and the existence of trust, mutual obligations and respect in communities or in the wider 
society” is a protective factor (Wilkinson & Marmot, 2003).  However, refugees, immigrants and displaced 
persons often have their social support networks disrupted leaving them at increased risk for poor health 
outcomes. 
Another example of disparities and inequalities within developing countries can be seen in the 
current trends of the HIV epidemic. Women and men who have sex with men (MSM) represent two 
vulnerable groups that exhibit major disparities in HIV prevalence estimates. Women in South Africa 
between the ages of 25-29 are almost three times as likely to be HIV infected as their male peers (Beyrer, 
2007). Additionally, rates of HIV infection among girls increases faster and earlier then among boys in 
South Africa.  MSM are an especially vulnerable group, not only because of their high risk transmission 
sexual activity, but because homosexuality tends to be largely stigmatized and often illegal in developing 
countries. Marginalization of the MSM population through stigma and written law become structural drivers 
of the epidemic, by making targeted prevention activity difficult and creating fear that serves as a barrier for 
the MSM to receive education and treatment (Beyrer, 2007). The prevalence of HIV infection among MSM 
in some developing countries is well above the national rate. One such example is Thailand, where the 
prevalence of HIV in MSM rose over two years from 17.3% to 28.3% in 2005 (Beyrer, 2007).  The national 
HIV prevalence in Thailand as of 2007 in adults between the ages of 15 and 24 was 1.2% (UNAIDS, 2009).  
Health disparities and inequalities are present in the developing and developed world alike. 
Through the lens of social determinants of health it is possible to look at specific disparities and understand 
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the structural drivers and root causes that create the disparities and begin to see the parallel between 
developing and developed countries. Specifically within the developing world context: 
 Food insecurity is creating a double burden of malnutrition that is most affecting the urban 
poor 
 Access to healthcare is unequally effecting those with the greatest health needs in rural 
and poor communities through a shortage of healthcare professionals 
 Social exclusion is creating structural drivers of poor health outcomes in immigrant and 
migrant populations through deprivation, violence and discrimination 
 
Global Interventions Aimed at Decreasing Disparities and Improving Health Outcomes 
International organizations have recognized a clear need to decrease and eliminate current 
disparities in health outcomes within countries. Several interventions have been developed to help mitigate 
this problem; however, these have primarily focused outside the U.S. on developing countries. These 
interventions include policies, programs and education. Many programs have been implemented in an 
attempt to recruit and retain health workers in rural areas. Ghana and Zambia both implemented 
comprehensive successful programs that have retained doctors in the under-served areas. Ghana’s 
program is called “Deprived Area Incentive Scheme” and Zambia’s is the “Health Workers Rural Retention 
Scheme”. These programs include career incentives such as fast-track promotions and career development 
opportunities. Additionally the programs offer personal incentives such as housing or housing allowances 
and a car or car loan. Furthermore incentives are also offered to the doctor’s family in the form of 
educational grants for their children (Anyangwe & Mtonga, 2007). 
The growing nutritional transition of developing countries is giving rise to the obesity epidemic in 
countries that nutritional concerns typically focused malnutrition related to caloric deprivation. It is 
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recognized that sedentary lifestyles in addition to poor diets contribute to overweight and obesity (Ferrari, 
2008). The literature on obesity prevention efforts is still in its infancy; however, the Agita São Paulo 
Program implemented in Brazil is considered a model intervention for increasing physical activity. The 
program encourages people to participate in 30 minutes of moderate physical activity most days of the 
week. It targets three main groups, students, workers and the elderly. The program provides educational 
messages about physical activity through a variety of channels and uses a partnership approach for 
activities (Matsudo et al., 2003).   
Some efforts have been directed at refugees and other displaced persons, who have been shown 
to have poor health. Toole and Waldman suggest that displaced persons must be ensured resources to 
maintain health and well-being. This includes the provision of adequate food, shelter and sanitation 
preventing sever public health consequences (Toole & Waldman, 1997). While few studies have been done 
comparing health outcomes of refugees in camps to those in small villages or settlements, surveillance 
data from Guinea and Malawi can provide some insight. In these instances refugees were hosted in free 
settlements in local villages and fared better then those in camps. Moreover there are additional therapies 
that have been used for the treatment of trauma related disorders. These include a variety of therapeutic 
techniques such as trauma counseling and cognitive-behavioral therapy in addition to pharmaceutical 
management (Pedersen, 2002). While these approaches are derived from western medical approaches, 
there success in developing countries are mixed and warrant further study. 
There is a large body of evidence documenting proven HIV prevention efforts for vulnerable 
populations. One example of an effective HIV prevention effort targeting MSM in Costa Rica provided a 
safe place for accessing counseling, education and support. After the intervention the target group had an 
increase in condom use and formation of support groups (Hoffmann, Boler, & Dick, 2006). Another example 
of successful HIV prevention activities occurred in the United Republic of Tanzania with at risk women. The 
intervention provided informational sessions on HIV, STI’s and reproductive health every 3 months. 
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Additionally voluntary testing and counseling services along with clinical check ups were offered to the 
women. The intervention more then halved the incidence rate of HIV infection (Hoffmann et al., 2006).   
 
Discussion 
Both the United States and developing world have identified individual, social and community level 
influences on health outcomes. Further in the United States the health community recognizes that persons 
with specific risk factors are considered to be a part of vulnerable populations. These factors comprise 
financial status, place of residence, health, age, functional or developmental status, ability to communicate 
effectively, chronic or terminal illness, disability or sexual orientation (AHRQ, n.d.).  Additionally, causes of 
health disparities were captured in a statement made by Dr. Ruth Kirschstein, Acting Director of the 
National Institutes of Health (NIH) in 2000. Her statement identifies poverty, level of education, access to 
health care, lack of health insurance, discrimination, and lack of complete knowledge about serious 
diseases (Kirschstein, 2000). Developing countries discuss these influences on inequalities in health 
including economic status, long-term illness, access to health services, fertility rates, sanitary practices, 
availability of safe drinking water and education (Wagstaff, 2002). 
The equivalent definitions of the social determinants of health for the U.S. and developing countries 
can be found in the Appendix . For each of the determinants listed are common features and selected 
related information, highlighting subtle differences between the U.S. and developing countries. Additionally 
as the social determinants of health are interconnected, listed are some of the determinants that have 
direct relationships. For example poor access to health care is defined both in the U.S. and the developing 
countries by physical or financial barriers that may completely prevent access to care or cause a delay in 
access to care. In the U.S. physical barriers to care are experienced as rural and lower income areas have 
difficulty recruiting and retaining medical staff. Financial barriers in the U.S. occur as vulnerable populations 
may be unable to pay for care or have no health insurance.  Developing countries also face physical 
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barriers to health care access as recruitment and retention of medical staff provides a continual challenge. 
Additionally the lack of health infrastructure, road infrastructure, transportation and seasonal hazardous 
weather conditions all create physical barriers to accessing health care. One of the financial barriers to 
accessing health care in the developing countries, similar to the U.S., include the ability to pay for services. 
Poor health care access is linked to similar social determinants of health in the U.S. and developing 
countries. These determinants include socioeconomic status, geographic location, transportation, 
education, and employment status. 
 Likewise social exclusion, another social determinant of health, is defined by marginalizing specific 
populations. Discrimination and racism cause populations to be marginalized in the U.S. and developing 
countries alike. However, the populations who experience marginalization and social exclusion do so 
through legal and social structures and vary subtly in each of these settings. In the U.S. these include but 
are not limited to immigrant, incarcerated, disabled and minority populations. The developing countries 
include similar populations to the U.S. and include internally displaced and homosexual populations. The 
subtle difference with these two populations compared to the others is underscored by specific policies that 
legalize the marginalization of these populations through the restriction of rights.   Furthermore, social 
support systems and resilience are disrupted by exclusion. Similarly social exclusion influences 
socioeconomic status, education level, and access to health care in both the U.S. and developing 
countries. 
Many parallels exist between populations in the U.S. and developing countries leading to poor 
health outcomes. The Table 1 depicts common examples of similar issues or experiences encountered by 
populations in developing countries and the U.S. The table identifies the subpopulations who are involved 
with the issue and gives an example of how it may be experienced. The social determinants of health that 
are related to the issue in both the U.S. and developing countries is listed as a way to further draw parallels 
between the U.S. and developing country contexts. For example immigration/ migration is a shared issue 
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between the U.S. and developing countries.  The U.S. has seen an influx in both legal and illegally 
immigrating persons.  Many of these immigrants experience discrimination, marginalization and isolation as 
a result. Within developing countries immigration and migration often results from war, political situations, 
crises, or pursuit of a better life. Similar to immigrants in the U.S. in developing countries these populations 
may experience discrimination and marginalization. Immigrants and migrants in both the developing 
countries and the U.S. are influenced by analogous social determinants of health, such as social exclusion 
and living conditions to name a few. 
 
Table 1.  
U.S. and Developing World Comparisons of Health Related Issues 
Parallel Health Related Issues in 
Both Developing Countries and the 
United States and the underlying 
social determinants of health 
United States Developing World 
Violence May experience violence as 
a result of abuse, external 
environment, terrorism or 
emergency situation. 
May experience violence as 
a result of political unrest, 
war, terrorism or emergency 
situation. 
Social determinants of 
Health: 
Social Exclusion 
Social Support 
Early Life Experiences 
External Environment 
Social determinants of 
Health: 
Social Exclusion 
Social Support 
Early Life Experiences 
External Environment 
Geographic Location 
Immigration/ Migration Influx of immigrants both 
legally and illegally entering 
the country. Likely to 
experience marginalization 
and isolation. 
Results from war, political 
situation, crisis, or pursuit of 
improvement in life situation. 
Likely to experience 
discrimination and 
marginalization. 
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Social determinants of 
Health: 
Social Exclusion 
Living Conditions 
Social determinants of 
Health: 
Social Exclusion 
Living Conditions 
Malnutrition Lower SES populations 
experience high rates of food 
insecurities and varied 
access to nutrient rich foods. 
 
Food insecurities and 
migration of populations from 
rural to urban areas causing 
a transition.  
Developing a double burden. 
Social determinants of 
Health: 
Food Security 
Poverty 
Social determinants of 
Health: 
Food Security 
Poverty 
Infectious Diseases Immigration, incarceration, 
marginalization continues 
to maintain infectious 
diseases in specific 
vulnerable populations. 
Poverty, migration, 
crowded living conditions, 
unsanitary practices, and 
lack of access to resources 
perpetuates efficient 
transmission of infectious 
diseases. 
Social determinants of 
Health: 
Poverty 
Social Exclusion 
Access to Health Care 
Education Level 
Living Conditions 
Social determinants of 
Health: 
Poverty 
Social Exclusion 
Access to Health Care 
Education Level 
Living Conditions 
 
While historically programs and policies have been taken from developed countries and tailored for 
use in developing countries, there are examples where interventions and programming used in developing 
countries have been implemented and successful in the developed world in underserved or vulnerable 
populations. One such example can be found in the work of Paul Farmer and his colleagues from Partners 
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In Health. The directly observed therapy for Anti-Retroviral Therapy’s (ART) program used in Haiti was 
translated to a group of AIDS diagnosed patients who had documented characteristics likely to lead to poor 
medication adherence. The program involved a Directly Observed Therapy (DOTS) plus approach of 
observed therapy, counseling and case management. In the small study patients had an average 
adherence rate of 97%, decreased viral loads, increased CD4 counts, decreased hospitalizations and 
decreased length of stay during hospitalizations (Behforouz et al., 2004).  
Another comparison of success in the U.S. and developing countries can be made through 
examination of lay or community health workers. The World Health Organization reports that the initiation 
and expansion of the use of these personnel began in the 1970’s. Initially lay health workers were used in 
low and middle income countries. The growing body or knowledge and documented success of programs 
utilizing lay health workers prompted the U.S. to adopt this model and by 1998, over 12,500 lay health 
workers were documented as being utilized in various programs in the U.S. A systematic review of lay 
health worker programs showed positive results on health outcomes of children and adults alike (Lewin et 
al., 2010). One specific use of lay health workers in North Carolina was through a program called Sexually 
Transmitted Epidemic Prevention (STEP). This successful program used lay health workers to disseminate 
information, attitudes and skills that would prevent sexually transmitted infections among the population (J. 
C. Thomas, Eng, Earp, & Ellis, 2001)(Thomas, Eng, Earp & Ellis,2001).  
Social media provides an additional example of programs being duplicated from developing 
countries and utilized in the U.S. The use of entertainment-education through social media such as radio or 
television soap operas to influence cultural and social norms and influence healthy behaviors is well 
documented. The use of telenovelas in Mexico has been used to influence and model health behaviors. 
The program Ven Conmigo was aimed at increasing adult literacy ran for 13 months and documented a 
63% increase in enrollment of adults in government sponsored literacy programs. Similarly, Accompaname, 
a pro-family planning soap opera aired in Mexico, increased attendance at family planning clinics by 33% 
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(Maibach & Holtgrave, 1995). This entertainment education approach was replicated in Pittsburg as part of 
a targeted intervention to prevent diabetes and high blood pressure among African Americans. The 
program utilized a weekly radio soap opera called “Body Love”, which was intended to help promote 
healthy lifestyles (S. B. Thomas & Quinn, 2008). 
Successful translation of interventions and programs from developing countries to the U.S. 
exemplifies that this pathway is possible. While just a few interventions that have been translated were 
discussed in this paper, there are many more successful interventions in the developing world that have the 
potential to be translated to populations in the U.S. that are experiencing health disparities poor health 
outcomes. For example the Agita São Paulo Program, implemented in Brazil, is being herald as a model 
program for obesity prevention and might be the solution for Hispanic families living in Charlotte, 
Mecklenburg county, North Carolina. The Agita São Paulo Program stresses the importance of physical 
activity for 30 minutes every day. However, it promotes the unique approach of allowing the activity to be 
broken down into 10 minute increments throughout the day and counts activities like vacuuming, mowing 
the lawn and washing windows as meeting the physical activity guidelines. This makes the program ideal 
for persons with busy schedules, living in unsafe areas or unable to afford a traditional gym. The program 
fits the lifestyle likely to be experienced by this population as these families often have multiple children, 
work in entry-level positions and are of lower socioeconomic status (information is based on 2009 PRIZM 
market segmentation research).  
Another program the U.S. might consider attempting to translate would be Ghana and Zambia’s 
scheme aimed at recruiting and retaining health workers in underserved areas. Currently in the U.S. the 
designation Health Professional Shortage Area (HPSAs) is used to describe areas where there are high 
rates of population to physician ratios. The designation in primary care is earned either based on 
geographic, population or facility criteria. Geographic areas must have at least 3,500:1 population to 
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primary care physician ratio and demonstrate overutilization or inaccessibility to the population. The 
population designation is earned by having barriers that prevent the population from accessing primary 
providers, have a population to physician ratio of 3,000:1 or be a member of a federally designated group 
such as Native Americans. The Facility designation is reserved for correctional institutions and public or 
non-profit medical facilities meeting similar guidelines as in the geographic and population designations 
(HRSA, n.d.). Currently the states of Mississippi (31.9%), New Mexico (32%) and Louisiana (34.4%) have 
the largest estimated percentage of populations living in primary care HPSAs (Kaiser Family Foundation, 
2008). While current U.S. programs have similar incentives, they are not as comprehensive. For example, 
the National Health Service Corps offers $50,000 of loan repayment or full coverage of tuition, fees, other 
educational costs and living stipends for physicians, nurse practitioners and physician assistants in 
exchange for 2 years of service. By looking into what makes the schemes in Ghana and Zambia successful 
and replicating those elements into U.S. programs it will potentially increase recruitment and retention of  
health workers intern improving the health of underserved populations and working towards decreasing 
health disparities. 
 
Conclusions/Future Directions 
Vulnerable populations in the United States and populations in the developing world share a 
multitude of similarities related to health disparities and root causes of these disparities. Traditionally 
programs and interventions have been taken from the developed world and implemented in the developing 
world with varying levels of success. However, as highlighted in this paper fewer examples exist of 
developing world interventions that have been implemented in the developed world successfully.  
While moving policy, interventions and programs from the developed world to the developing world 
has been a long standing pattern, a bidirectional shift is needed so that lessons learned in all parts of the 
world are shared. Current discussions about Global Health being the same as or encompassing public 
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health set precedence for the elevation of domestic issues to the international stage. This allows for debate 
and action as importance is placed on domestic issues at the international level.  Additionally, through the 
presence of modern technology, globalization and urbanization the developing world and the developed 
world experience closer links. The growing body of research on health disparities and inequalities make it 
difficult to ignore that the developed and developing world share similar contexts and social determinants of 
health. These links make collaboration a natural next step in global health. Translation of interventions, 
programs and policies from the developing world to the developed world stands to provide benefits for all 
populations. These benefits include the establishment of best practice recommendations, identification of 
critical elements that are needed for success in translating initiatives, assessment of the impact that health 
infrastructure potentially has on initiatives, evidence of expanded generalization of initiatives and a possible 
path for improved global health practitioner training. 
 
Establishment of Best Practice Recommendations 
One of the benefits derived from a collaborative relationship between developing and developed 
countries is the establishment of an extensive body of best practice recommendations. For example, 
modeled after continuous quality improvement, a structured process can be used to generate and share 
best practices. In this process interventions, programs and policies from developing countries are applied to 
developed countries. Lessons learned from developed country implementation and roll out are collected 
and improvements can be made utilizing lessons learned in both developed and developing countries alike 
by making adjustments to maximize knowledge and resources.  The field of public health has traditionally 
benefited from an intervention, program or policy that is able to be generalized beyond the population which 
it was studied in. Through expanded implementation in other subpopulations and countries evidence of 
generalization will be formed. Growing insight will be gained and collaborative relationships may form as a 
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result, working towards more cohesive action in global health. Further, inherent in collaboration is mutual 
benefit to all populations involved.  
 
Identification of Critical Elements and Impact of Health Infrastructure 
 Another benefit of translation of programs, policies and interventions from the developing world to 
the developed world is that it may identify the critical elements that made the initiatives and the translation 
successful. This would provide information about what must be present for future expanded translation 
among other countries.  While developing countries may have varying degrees of infrastructure for health 
and research, much of the developing world possesses existing infrastructure which will allow for rigorous 
and critical evaluation of practices. Different levels of health infrastructure might have varying influences on 
how translated programs, policies and interventions are implemented and sustained. The effect of 
infrastructure in the developed world can provide insight for the developing countries as to how existing 
programs, policies and interventions might be further improved upon the development of infrastructure. For 
other developing countries who are considering translating the programs, policies and interventions it can 
provide a lose roadmap as to what infrastructure would be helpful to build up prior to initiation. All of this 
work will facilitate in closing some of the existing gaps and answering some of the questions around health 
disparities. This will further develop a solid body of knowledge and best practices regarding programming, 
policy and interventions aimed at vulnerable populations.  
 
Expansion of Translated Programs and Improvement of Global Health Practitioner Training 
Continued expansion in both the developed and developing world of successfully translated 
programs such as the DOTS for ART program, lay health workers, and education-entertainment is 
important. Successfully translated programs provide evidence that these initiatives work in both settings 
and should be expanded to other vulnerable populations. Additionally, global health practitioners should be 
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prepared through educational experiences and collaborative opportunities such as the translation and 
expansion of global health interventions, programs and policy development. Students should be introduced 
to the social determinants of health in a way that allows them to see the connection between global health 
issues in developed and developing country settings. Further, attention should be paid to identifying 
successful interventions and the subpopulations that might derive benefit domestically. 
In conclusion, the similarities between health disparities and social determinants of health among 
vulnerable populations in the U.S. and those in the developing world lead one to believe that there would 
be benefit in learning from successful interventions, policies and programming from the developing world 
and implementing them in the U.S. This creates another path for improving people’s health by building on 
existing knowledge and allows for moving the field of public health forward through a collaborative 
synergistic learning process. Additionally, this collaboration between developed and developing countries 
may serve as a catalyst for future design of effective and cost efficient interventions, lessening the 
disparities and inequalities of those who typically receive the fewest resources, wherever they are in the 
world. 
.  
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 Appendix A 
Equivalent Definitions of the Social Determinants of Health for the U.S. and Developing Countries 
 
Determinant of Health United States Developing Countries 
 
Socioeconomic Status (SES)  Defined by income, 
assets or educational 
attainment 
 Addictive substances, 
such as cigarettes, illicit 
drugs and alcohol can be 
markers of economic 
disadvantage 
 Influences Access to 
Health Care, Living 
Conditions, Food Security 
 Linked to Education, 
Employment 
 Defined by income, assets 
or educational attainment 
 Addictive substances, 
such as cigarettes, illicit 
drugs and alcohol can be 
markers of economic 
disadvantage 
 Influences Access to 
Health Care, Living 
Conditions, Food Security 
 Linked to Education, 
Employment 
 
 
 
Poor Access to Health Care  Defined by physical and 
financial barriers 
 Difficulty retaining medical 
staff in rural or lower SES 
geographic locations and 
other Health Professional 
Shortage Areas 
 Unable to afford care, so 
delays accessing care 
 No insurance or 
universal medical care 
coverage 
 Often linked to SES, 
Geographic Location, 
Transportation, Education 
and Employment Status 
 
 Defined by physical and 
financial barriers 
 Difficulty retaining medical 
staff in rural or lower SES 
geographic locations 
 Physically unable to 
access medical care due to 
road infrastructure, 
transportation or weather  
 Unable afford medical 
care (payment structure 
varies by country) 
 Lack of healthcare 
infrastructure (depends on 
country) 
Often linked to SES, 
Geographic Location, 
Transportation, Education 
and Employment Status 
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Level of Education  Defined by years of 
education completed 
 Affects decisions about 
accessing health care 
 Lack of knowledge about 
specific diseases increases 
risk 
 Influences SES and 
employment status 
 Defined by years of 
education completed 
 Maternal education 
strongly linked to health 
outcomes 
 Influences position in 
society or social exclusion, 
SES and employment status 
Geographical Location  Defined by rural or urban 
location 
 Typically those living in 
rural areas have worse 
health outcomes. 
 Influences access to 
care; Rural populations 
experience difficulty 
accessing health care and 
services 
 
 Defined by rural or urban 
location 
 While those living in 
rural areas tend to have 
poor health outcomes, 
those living in poverty in 
urban settings have worse 
health then rural 
populations.  
 Influences Living 
Conditions;Urban 
migration creates 
unhealthy living conditions 
 Influences Access to 
Care; Rural populations 
experience difficulty 
accessing health care 
Living Conditions 
(Sanitiation and Housing) 
 Defined by sanitation 
conditions, such as safe 
water supply, clean air, 
indoor plumbing. Also 
defined by Housing type 
such as apartment, house, 
single or multifamily 
dwellings 
 Economically 
disadvantaged are often in 
government sponsored 
housing, experience over 
crowding, may live in 
housing that has mold or 
lead 
 Linked to SES, geographic 
location and education level 
 Defined by sanitation 
conditions, such as clean 
water supply, clean air, 
indoor plumbing. Also 
defined by Housing type 
such as apartment, house, 
single or multifamily 
dwellings 
 Economically 
disadvantaged may live in 
urban slums, have a lack of 
sanitation or clean drinking 
water source. 
 Urban areas may be less 
safe, more prone to stress, 
and violence 
 Linked to SES, geographic 
location and education level 
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 External Environment  Defined by environmental 
influences, cultural and 
society norms and 
community 
  Violent or unsafe 
communities related to 
social factors such as 
gangs or crime or 
infrastructure such as 
road, side walk or traffic 
conditions  
 Pollution can be causes by 
zoning and infrastructure 
 Influences Access to 
Health Care 
 Linked to Geographic 
Location and Living 
Conditions 
 Defined by environmental 
influences, cultural and 
society norms and 
community 
 Violent or unsafe 
communities related to 
war, political unrest or 
terrorism 
 Road conditions make 
traveling to health services 
difficult 
 Poor communities exert 
strong social pressures on 
adolescents 
 Pollution caused by 
transportation and 
manufacturing 
 Influences Access to 
Health Care  
Linked to Geographic 
Location and Living 
Conditions 
 
 
Social Exclusion  Defined as marginalized 
populations, includes 
immigrant, incarcerated, 
disabled and minority 
populations 
 Discrimination and racism 
cause populations to be 
marginalized 
 Support systems and 
resilience are disrupted by 
exclusion 
 Influences and linked to 
SES, Education Level and 
Access to Care 
 Defined as marginalized 
populations, includes 
internally displaced, 
immigrant, minority, 
disabled and homosexual 
populations 
 Discrimination and racism 
cause populations to be 
marginalized 
 Support systems and 
resilience are disrupted by 
exclusion 
Influences and linked to SES, 
Education Level and Access 
to Care 
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Employment Status  Defined by having 
employment with an income 
 Unemployment increases 
illness and leads to higher 
rates of premature death 
 Loss of employment is 
viewed as a stressful event 
that increases anxiety level, 
has psychological effects 
and can cause increased 
suicide 
 Increased level of control 
at work is positively 
associated 
 Influences SES, Living 
Conditions, Access to Health 
Care, Food security 
 Linked with Education 
 Defined by having 
employment with an income 
 Unemployment increases 
illness and leads to higher 
rates of premature death 
 Loss of employment is 
viewed as a stressful event 
that increases anxiety level, 
has psychological effects 
and can cause increased 
suicide 
 Increased level of control 
at work is positively 
associated 
 Seeking improved 
employment opportunities 
is a major rational for 
Urban migration 
 Influences SES, Living 
Conditions, Access to Health 
Care, Food security 
 Linked with Education 
Food Security  Defined by access and 
supply of an adequate 
variety of foods 
 Obesity is a result of 
sedentary lifestyles and 
lack of access to healthy 
foods. Additionally 
irregular supply of food 
can influence eating 
patterns 
 Linked with SES, 
Education, Living Conditions, 
External Environment and 
Geographic Location  
 
 Defined by access and 
supply of an adequate 
variety of foods 
 Developing a double 
burden of obesity and 
under weight population. 
 Financial resources 
influence available variety 
and supply of foods. 
 Cultural beliefs influence 
food distribution within 
families and body image. 
 Linked with SES, 
Education, Living Conditions, 
External Environment and 
Geographic Location 
 
